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Psychological factors play a significant role in the pain mechanism, and psychological approaches may be useful 
complements to traditional medical and surgical treatments in pain management. The authors report a case of 
recurrent severe posterior auricular pain caused by trigger points in the right sternocleidomastoid muscle and 
influenced by stressful psychological situations (e.g., family affairs, job loss) in a 50-year-old man. (Korean J 
Anesthesiol 2010; 59: S229-S232)
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    Pain physicians must evaluate carefully the origin of the 
sustained pain against the appropriate treatment, and should 
not overlook factors that may contribute to unsatisfactory 
treatment results in spite of appropriate and sufficient 
treatment. Knowing a patient's psychological state and 
living conditions is important for an optimal outcome, and 
significant evidence exists regarding the relationship between 
pain and psychosocial factors, especially in chronic pain 
cases [1-4]. Although mentioned in several articles [5,6], the 
acknowledgement of an association between psychological 
factors and myofascial pain syndrome (MPS) is not well-
established.
    In the present case study, the patient whose myofascial pain 
was responsive but not completely treated by the needling 
technique was finally treated after psychological interview 
and supportive therapy. The results imply that psychological 
factors can influence myofascial pain aggravation, and may be 
evidence that psychological problems are aggravating factors of 
MPS.
Case Report
    A 50-year-old male patient visited our pain clinic and 
complained of right posterior auricular pain, which began 
4 days prior. The patient started driving a taxi 2 months ago, 
and his pain was initiated by rotating his head to the right side S230 www.ekja.org
Myofascial pain aggravated by psychological factors Vol. 59, Suppl, December 2010
to give the taxi fare change to a passenger. The patient felt a 
sudden severe right posterior auricular pain. The first visual 
analog scale (VAS, 0 to 10) was 5 but aggravated to 8. The 
pain occurred unpredictably several times per hour with the 
duration of a few seconds each time without any triggering 
factor. His psychological state was very unstable and hostile, but 
the patient did not experience sleep disturbance from the pain. 
Examination by an otologist and a dentist revealed no abnormal 
findings. The patient had no medical history of infection, 
trauma, or drug use, although 1 year ago was admitted to the 
neurology department because of a similar pain, diagnosed 
with glossopharyngeal neuralgia, and was transferred to a 
pain clinic for a glossopharyngeal nerve block. At that time, his 
imaging study, including C-spine radiography and neck and 
brain MRI, did not reveal any pathologic findings, and because 
the patient was a truck driver, his symptoms improved after he 
quit his job and resolved a family problem.
    Upon physical examination, there was a limited range of 
motion of approximately 20% when rotating his head to the 
right. The patient’s pain was reproduced by pressing and 
squeezing several points in his right sternocleidomastoid 
(SCM) muscle (Fig. 1), thus, a trigger point injection (TPI) was 
performed with 0.25% lidocaine [7], and a 3.8 cm, 25 G needle 
(KOVAX-NEEDLE
Ⓡ, Korea Vaccine Co., Ltd., Seoul, Korea). After 
injection, the VAS was lowered from 2 to 3 but returned to 8 after 
2 hours. TPI was retried, and the pain was relieved. However, 
the patient complained again of pain via telephone a few hours 
later and doubted our treatment and the possibility of a full 
recovery. The authors explained to the patient the possibility 
of decreasing pain through repeated TPI. Afterwards, TPI was 
performed twice per week with 0.125% bupivacaine; however, 
the pain recurred within 2 hours after injection. Medication 
comprising 1,300 mg acetaminophen and 5 mg diazepam 3 
times per day was not effective.
    Because TPI caused temporary pain relief, the authors 
decided to continue TPI treatment, and hypothesized that a few 
psychological factors may possibly be affecting the persistence 
and recurrence of the severe pain. After further interview, the 
authors determined that the patient had gotten into a very 
stressful psychological family situation (e.g., family affair) 
approximately 2 months before the initiation of the pain. One 
year ago, the same symptom occurred when he was frustrated 
by family problems and job loss, and the pain disappeared 
after resolution of the problems. The authors suggested that 
psychological factors had been contributing to trigger, prolong, 
and intensify the patient’s pain; therefore, an attempt was 
made to help the patient understand the relationship between 
his pain and his psychological problems. Despite the author’s 
recommended psychological supportive therapy, the patient's 
rejection of therapy was strong, stating that his pain was real 
and that he was not an insane person. Finally, the patient 
agreed after he was reminded of the first episode 1 year ago, 
which was influenced by psychological factors.
    In addition, an accessory nerve block, superficial cervical 
nerve plexus block, and transcutaneous electric nerve 
stimulation (TENS) were included in the treatment plan. 
However, the effect of these therapies did not continue for more 
than 2 to 3 hours before receiving psychological therapy. On the 
third day after psychological therapy, the VAS was lowered to 5, 
and the pain frequency was reduced to 3 times per hour, with 
a duration of 0.5 seconds per incidence. As time progressed, 
pain relief increased to the patient’s satisfaction. Forty days after 
the onset of pain, the VAS score was lowered to 2, and the pain 
frequency was once per day, with a duration of 0.5 seconds per 
incidence. The TPI and nerve block were continued, because 
the pain did not completely subside. One week later, the 
patient's pain completely disappeared and did not recur.
Discussion
    Obtaining a thorough patient history and physical exami-
nation is important in diagnosing posterior auricular pain for a 
number of reasons. Except for otologic problems, neuropathic 
conditions in the occipital, trigeminal, and glossopharyngeal 
nerves, arthropathy in the temporomandibular and upper 
zygoappophyseal joints [8], C2 radiculopathy [9], and muscle-
originated pain, including muscle trigger points, can induce 
peri- or posterior auricular pain, which has similar but different 
symptoms and signs.
    In the present case, the patient described the pain character 
as ‘piercing’ and ‘electric shock-like’ , which can be indicative of 
Fig. 1. Figure showing trigger points of SCM (X: trigger point, Dot: 
region of referred pain).S231 www.ekja.org
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trigeminal neuralgia or glossopharyngeal neuralgia. However, 
there was no triggering stimulus, such as conversation, 
chewing, head-washing, teeth brushing, and exposure to 
cold air or swallowing, which are common in those diseases. 
Glossopharyngeal neuralgia is a rare condition characterized 
by short and severe pain around the pharyngeal muscle and 
submandibular gland and usually occurs in people over 50 
years of age [10]. If glossopharyngeal neuralgia is suspected, 
then local compression by tumors which require surgery must 
be excluded [11]. In the present study, the first episode of pain 
ended with a change in the patient’s lifestyle and condition. 
In the second episode of pain, the patient had no trauma or 
infection history. However, the obvious presence of a typical 
palpable tender spot, patient’s pain recognition of the tender 
spot and following limited range of motion helped the authors 
decide to manage the patient’s pain with TPI, regardless of the 
previous pain episode.
    MPS is a very common disease but, in unusual sites, is easily 
misdiagnosed as other conditions. Travell and Simons [12] 
described the myofascial trigger point as a hyperirritable spot, 
usually within a taut band of skeletal muscle, which is painful 
on compression and causes referred pain, motor dysfunction, 
and autonomic phenomena. Excessive muscle use, inadequate 
posture, nutritional disease, metabolic disorder, or emotional 
distress can cause MPS. Trigger points may be relieved by 
noninvasive measures, such as spray, stretch, TENS, physical 
therapy, and massage or invasive treatment, TPI with or without 
local anesthetics, corticosteroids, or botulinum toxin [13,14].
    Psychological factors play a significant role in the experience, 
maintenance, and exacerbation of chronic and acute pain. The 
pain physician must consider the contributions of psychological 
aspects to the effectiveness of pain management [2]. There are 
no therapeutics guaranteed to treat chronic pain, and perfect 
remission is rare. Psychological therapeutic approaches may 
be useful complements to chronic pain management [2], 
although a patient's psychological state is usually considered 
only after pain treatment fails. Pain due to emotional distress 
can be exacerbated by many factors, including fear, inadequate 
or maladaptive support systems, inadequate personal and 
material coping resources, treatment-induced (iatrogenic) 
complications, overuse of potent drugs, inability to work, 
financial difficulties, prolonged litigation, disruption of usual 
activities, and sleep disturbance.
    Although psychological factors can influence pain, physicians 
should not conclude that pain unresponsive to treatment is 
psychogenic without sufficient evaluation and treatment. 
Careful consultation about factors that cause, aggravate, and 
maintain pain which exists deep inside a patient’s mind, is 
essential. Recommendation of psychological intervention 
to patients who suffer from severe sustained pain should be 
proposed cautiously because patients may think, 'The doctor 
will probably stop my treatment' or 'The doctor may think of my 
symptoms as malingering or mental illness'. The patient in the 
present case study expressed a strong denial to the proposal of 
psychological interview. A patient may be frustrated and have 
a negative response; thus, sufficient explanation to counter 
any negative response must be given first. In particular, in 
patients whose trigger point is activated from a latent state by 
psychological worries, MPS occasionally is misdiagnosed as a 
psychosomatic disorder [15].
    Although why the pain recurred 2 hours after TPI and other 
treatments was not understood, other causes of limited effect 
were suspected, rather than incomplete removal of the trigger 
point or other pathologies, because of the patient’s definite 
twitch responses at TPI.
    The first and second pain episodes were associated with 
the patient’s job and stressful family situation, respectively. 
Therefore, an inadequate driving habit was thought to have led 
to the onset of MPS, and the stressful psychological situations 
aggravated, maintained, and amplify the patient’s pain. 
Emotional instability and anticipatory anxiety due to the sudden 
onset of pain led to the patient’s restricted outdoor activity and 
allowed for him to focus on post-auricular pain. The authors 
hypothesized that the patient did not have an opportunity 
to vent, which made the pain worse and unresponsive to 
treatment. Pain relief with additional psychological therapy 
supported this hypothesis.
    In summary, consideration of psychological factors is 
important in management of MPS that is unresponsive to 
conventional treatment.
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